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Introduction
COPD is a leading cause of morbidity and mortality, and accounted for 3 million deaths worldwide in 2012. 1 The estimated prevalence of COPD varies considerably among countries, depending on the population studied and the study methodology. [2] [3] [4] [5] [6] An epidemiological study conducted in 12 regions of the Russian Federation estimated a COPD prevalence of 15.3%, 7 while other studies have reported prevalence of between 6.8% and 21%. 8, 9 Recent studies have also suggested that the prevalence could be even higher. 7, 10 The smoking rate in the Russian Federation is also high, with 61% of men and 22.1% of women being active smokers. 11 Previous studies have provided data on the prevalence and demographics of COPD in the Russian Federation, 7, 9, 10 but there is still a lack of information related to disease severity, clinical phenotypes, and treatment approaches used in routine
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arkhipov et al clinical practice. However, the results of the POPE study showed that the majority of COPD patients in Central and Eastern Europe belong to the Global Initiative for Chronic Obstructive Lung Disease (GOLD) D group and have frequent exacerbations. 12 Numerous studies have shown that the treatment of COPD patients in Europe does not necessarily follow the guidelines, [13] [14] [15] but at present there are no data available regarding pharmacological treatment in primary care in the Russian Federation. Therefore, the objective of this study was to describe the characteristics and treatment of COPD patients in primary care in the Russian Federation.
Patients and methods
Study design and patients
SUPPORT was a cross-sectional, observational study conducted in 33 primary-care centers in 23 cities in the Russian Federation from November 2014 to May 2015 (NCT02248909). The two main objectives of the study were 1) to describe the characteristics of patients with a previous diagnosis of COPD and the adequacy of treatment, according to international recommendations and clinical phenotypes, and 2) to assess the use of spirometry as a screening tool in individuals with risk factors for COPD. The present article addresses the results of the first objective.
Participants were enrolled in the study when they visited the primary-care centers, irrespective of the reason for their appointment with the doctor. Inclusion criteria were patients $18 years old with a previous diagnosis of COPD, considered by the investigator to be able to complete the questionnaires and undergo spirometry, and postbronchodilator forced expiratory volume in 1 second (FEV 1 )/forced vital capacity (FVC) ,0.7. Exclusion criteria were previous lung or bronchial surgery, presence of other respiratory diseases that interfere in the clinical assessment of COPD, and patients participating in any other interventional clinical trial.
The study was approved by the Independent Interdisciplinary Ethics Committee on Ethical Review for Clinical Studies, Moscow, Russia. The study followed all applicable regulatory and administrative requirements of routine medical practice in the Russian Federation. All the patients studied provided written informed consent to participate in the study.
Study assessments
Demographic data and clinical characteristics of patients were collected during the primary-care visit, including information regarding COPD treatment, previous exacerbations, and exposure to toxic substances (smoking history, occupational exposure, and home biomass exposure). The degree of baseline dyspnea was measured using the modified Medical Research Council (mMRC) scale. 16 Symptoms were gauged with the COPD assessment test (CAT), which is a specific questionnaire that measures the impact of the disease in patients with eight questions assessing cough, expectoration, dyspnea, chest tightness, confidence, limitation of daily activities, quality of sleep, and energy levels. The score ranges from 0 to 40, with 40 being the worst possible health state and 0 the best. 17 Health-related quality of life was assessed using the St George's Respiratory Questionnaire (SGRQ), which is a standardized self-administered respiratory disease-specific questionnaire divided into three subscales: symptoms (eight items), activity (16 items), and impact (26 items). For each subscale and the overall questionnaire, scores range from 0 (no impairment) to 100 (maximum impairment). The minimal important difference for the SGRQ has been established as 4 points. 18 According to American Thoracic Society/European Respiratory Society standards, 19 spirometry with a bronchodilator test was performed during the assessment visit. Severity was classified based on the GOLD 2014 recommendations: GOLD 1, mild (FEV 1 $80% predicted); GOLD 2, moderate (FEV 1 $50% and ,80% predicted); GOLD 3, severe (FEV 1 $30% and ,50% predicted); and GOLD 4, very severe (FEV 1 ,30% predicted). 20 Patients were stratified into four groups following the GOLD 2014 group classification based on COPD symptoms (more symptoms, mMRC-scale score $2, and/or CAT score $10), spirometry classification, and the number of exacerbations (high risk, two or more exacerbations the previous year or one hospitalization): A (low risk, fewer symptoms), B (low risk, more symptoms), C (high risk, fewer symptoms), or D (high risk, more symptoms). Additionally, patients in groups C and D were stratified into three subgroups as C 1 , C 2 , and C 3 , and D 1 , D 2 , and D 3 based on the specific risk factor used to determine the group assignment: C 1 or D 1 (FEV 1 ,50%), C 2 or D 2 (two or more exacerbations or one hospitalization), and C 3 or D 3 (both FEV 1 ,50% and two or more exacerbations or one hospitalization within the last year). 20 Exacerbations were defined based on the GOLD 2014 recommendations as an acute event characterized by a worsening of the patient's respiratory symptoms that is beyond normal day-to-day variations and leads to a change in medication.
As for clinical phenotypes, patients were classified according to the clinical phenotypes described in previous studies in Eastern and Central Europe 12 and Spain: 21 patients with two or more exacerbations during the previous year were 
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Characteristics of COPD patients in russia classified as frequent exacerbators with or without chronic bronchitis, and those with a previous diagnosis of asthma were identified as having asthma-COPD overlap (ACO). The remaining COPD patients were classified as nonexacerbators. Chronic bronchitis was defined as cough and sputum for at least 3 months during 2 consecutive years. 20 
Statistical analysis
Absolute frequencies and percentages were used to describe the qualitative variables. With regard to the quantitative variables, measurements of central tendency (mean, median), measurements of position (quartiles), and dispersion (SD or IQR) were used. Patient characteristics were compared using Student's t-test (Mann-Whitney U test if normality was not assumed). The χ 2 test (Fisher's test for frequencies ,5) was employed for the comparison of categorical variables. Linear correlation was analyzed by the Pearson test. Analysis was performed for the full-analysis set and subgroup data sets. Statistical significance was set at α=0.05.
Results
During the study period, a total of 86,300 visits were recorded in the study sites, of which 3,515 (4.1%) individuals with a previous diagnosis of COPD were identified and 1,505 signed the informed consent (42.8% of those identified) to participate in the study. Spirometry testing demonstrated that 269 patients did not fulfill the spirometric criterion for COPD, and they were not included in the final analysis, representing a rate of overdiagnosis of 19.5% (269 of the 1,381 postbronchodilator spirometry results available) ( Figure 1 ). Among the 1,111 patients included, 85.2% were men with a mean age of 64.1 (SD 9.1) years. Almost half of the patients were active smokers, and 44.4% had had occupational exposure associated with risk for respiratory disease. The characteristics of the patients are described in Table 1 .
Distribution and characteristics of patients according to GOLD classification
According to the GOLD severity stages, the majority of patients corresponded to stages 2 and 3 ( Table 1 ). Only 1.4% and 1.8% of patients had a CAT score ,10 and were classified as GOLD A and C, respectively, while 22.4% and 74.4% were GOLD B and D, respectively (Table 2, Figure 2 Figure 2 ). Group C was stratified but not analyzed, due to the small number of patients in this group.
There were no differences regarding age for the four GOLD groups. Patients in the GOLD D group had . Patients in the GOLD B and D groups were more frequently active smokers (51.8% and 48.8%, respectively) compared with the less symptomatic patients (37.5% in GOLD A and 25% in GOLD C). They also had worse quality of life measured by the SGRQ compared with GOLD A and C patients. Among GOLD D patients, those in GOLD D 3 had the worst quality of life. Patients in GOLD D -and among these, GOLD D 3 -had also more frequently visited the emergency department and had more hospitalizations (Table 2) .
Distribution and characteristics of clinical COPD phenotypes
In total, 51.3% of patients were frequent exacerbators, with 37.3% of these having chronic bronchitis. Up to 12.9% had a previous diagnosis of asthma and were diagnosed with ACO ( Figure 3 , Table 3 ). Compared with the others, ACO patients 
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Characteristics of COPD patients in russia tended more frequently to be female and less frequently active smokers. Patients in the ACO and exacerbator phenotypes were more frequently severe or very severe. On the contrary, nonexacerbators tended to have milder COPD (Table 3 ). Nonexacerbators had better quality of life measured by the SGRQ and lower (better) CAT score compared with exacerbators, either with or without chronic bronchitis (Table 3) .
Treatment patterns based on gOlD groups
Treatment with short-acting bronchodilators (SABDs) was frequent in GOLD B and D patients (51% and 24.2%, respectively) and even in GOLD D 3 patients (19.1%) ( Figure 4A ), while 12.8% and 3.2% of GOLD B patients were treated with a long-acting bronchodilator (LABD) in monotherapy or a combination of a long-acting β-agonist (LABA) and long-acting muscarinic antagonist (LAMA), respectively; 33.3% of GOLD B patients and 48.7% of GOLD D patients received inhaled corticosteroids (ICSs). Moreover, in group D, 54.5% of patients treated with a regime including ICS were on triple therapy ( Figure 4B ), which was more frequently prescribed in the GOLD D 3 subgroup of patients (63% of those with an ICS regimen).
Discussion
The results of this study show that COPD is still frequently misdiagnosed in the Russian Federation. The majority of our patients had a high number of symptoms (GOLD B and more frequently GOLD D), and half were frequent exacerbators. A large number of patients were treated with SABDs, including GOLD D patients with poor lung function and frequent exacerbations.
The frequency of COPD in our study population of patients attending primary-care clinics was 4.1%, being somewhat low compared with previous epidemiological studies conducted in the Russian Federation. A recent study estimated a prevalence of 6.8% in individuals 30-70 years of age, 9 increasing up to 15.3% in symptomatic individuals 30 years old. 7 Although these differences could be due to the heterogeneity of the populations included and the methodology used, it may also suggest the underdiagnosis of the disease in this primary-care setting. Conversely, 19.5% of those with a previous diagnosis of COPD had not undergone obstructive spirometry, and this rate of overdiagnosis is similar to that observed in other epidemiological studies. 22, 23 Wider implementation of spirometry as a screening method for COPD in clinical practice may help to prevent both the underdiagnosis and the overdiagnosis of COPD observed in this study. In the case of underdiagnosis, broader use of screening for patients with known COPD risk factors, targeting diagnosis at an earlier stage of disease, could be beneficial.
The majority of patients corresponded to GOLD stages 2 and 3. Moreover, most of these patients had a high symptom burden and were classified as GOLD D and B. In the POPE study, conducted in Central and Eastern Europe, the authors reported a similar distribution, with 57% of patients being GOLD D and 30.6% GOLD B, 12 while in a recent study in Spain, Miravitlles et al also found GOLD D and B to be the most prevalent groups (64.2% and 19.1%, respectively). 24 However, this distribution of patients substantially differs from that in other European countries, 25 where patients in group D represented only 43.2%, while groups A and B were more frequent compared to the Russian Federation. The majority of GOLD D patients were classified as such based on exacerbation history alone or in combination with a low FEV 1 , similar to the results reported by Jones et al 26 and in contrast to data from the ECLIPSE study, in which only 9% of patients were classified as GOLD D by exacerbation history alone. 27 Up to 12.9% of patients studied had a previous diagnosis of asthma and were diagnosed with ACO, which is similar to the estimated prevalence of ACO in Spain and the USA. 28, 29 More than 55% of ACO patients were hospitalized for disease exacerbation within the last year, which was less frequent than for exacerbators with and without chronic bronchitis (78.3% and 87.1% respectively). Compared with frequent exacerbators, ACO patients had fewer symptoms and better quality of life. The low number of exacerbations and relatively higher quality of life in patients with ACO may be associated with ICS treatment, which was received by 60% of these patients.
In total, half of the patients were frequent exacerbators and only 36% were nonexacerbators. In contrast to these data, other authors and data from Eastern Europe have described two-thirds of patients to be nonexacerbators. 12, 30, 31 Nevertheless, patients with chronic bronchitis are common among exacerbators, which is consistent with previous studies. 30, 31 In accordance with previous reports, exacerbators were more severe and had more symptoms, worse quality of life, and more hospitalizations compared with other phenotypes. 27, 32, 33 In addition, exacerbators with chronic bronchitis often had more comorbidities compared with exacerbators without chronic bronchitis. 30 Treatment varied significantly among the different GOLD groups, and we observed low adherence to treatment recommendations. Up to 30% of GOLD D patients were treated with an SABD as monotherapy, being a frequent treatment pattern for all COPD patients. Similar results have been observed in other countries, where studies have shown that less than half of the COPD patients received maintenance treatment. [13] [14] [15] On the other hand, treatment with LABD or a combination of LABD was relatively rare (24% for all GOLD B and D patients), similar to data from other European countries. 13, 15 Less than half of GOLD D patients received ICS, with approximately a 1:1 split between dual and triple therapies.
While our study did not assess the underlying reasons for choice of therapy, recent studies in the USA have highlighted a number of potential barriers that may prevent physicians from adhering to GOLD recommendations. These include unfamiliarity with GOLD recommendations, difficulties in 
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Characteristics of COPD patients in russia assessing response to therapy, and failure to recognize subtle improvements with LABD therapy. 34, 35 Lack of familiarity with GOLD recommendations by physicians may have led to patients receiving incorrect GOLD group classifications, and subsequently not being prescribed the most appropriate therapies. This may be partly responsible for the low adherence to treatment recommendations observed. Insufficient maintenance therapy may have contributed to the high burden of symptoms seen in this study cohort, leading to a greaterthan-expected proportion of patients being classified as GOLD B or GOLD D. Reimbursement policies and willingness of patients to pay for advanced treatments may also have been a contributing factor to failure to receive appropriate therapy and subsequently poor control of symptoms.
Further studies are warranted to identify accurately factors leading to the high frequency of exacerbators in the Russian population. One of the most likely causes is a lack of appropriate treatment to reduce the risk of exacerbations. In our study, we noted that treatment among exacerbators with or without chronic bronchitis was limited to SABD in one in five patients.
Our study has some limitations. First, we only included patients with a previous diagnosis of COPD, and thus, the real prevalence of COPD may be underestimated. Moreover, we were not able to provide data of patients in the GOLD A and C groups, due to the small number of individuals in these groups. Stratification of patients and analysis were performed in line with GOLD 2014, which was valid at the time of the study, but further investigation and reassessment in line with GOLD 2017 could be valuable.
In conclusion, the present study provides the largest data set on the distribution of COPD patients by GOLD classifications and clinical phenotypes in the Russian Federation. Further studies are needed to elucidate the distribution of COPD patients fully, and particularly the reasons for the high prevalence of exacerbators, in order to improve the management of COPD in Russia.
